The PArTnershiP Coalition, an advisory board to the CAPH-PRC, recommended this partnership given that arthritis is the leading cause of disability in adults 6 and is often accompanied by physical inactivity, 7 thus increasing risk for chronic disease.
The partnership was first developed through one of the CAPH-PRC investigators who worked with the AF.
The AF has existing national, regional, and local programs in which a large number of diverse populations are reached. . [8] [9] [10] [11] [12] [13] [14] [15] In 2001, the CAPH-PRC developed the "10 Keys"™ to Healthy Aging Program ("10 Keys"™), which bundles the most common risk factors chronic disease and applies evidencebased behavior change strategies to prevent disease and disability in older adults. [16] [17] [18] The "10 Keys"™ include control of blood pressure, glucose, and low-density lipoprotein cholesterol, smoking cessation, cancer screenings, immunizations, physical activity, musculoskeletal health, social contact, and combating depression. Because both the AF and the CAPH-PRC had existing evidence-based programs, infrastructure, and resources, a collaborative partnership was formed to modify and enhance existing programming and to strategize for effective implementation. The motivation for enhancing the AFEP with the "10 Keys"™ was to promote awareness and behavior change strategies around the primary issues supporting healthy aging. The product of this collaboration was a 10-week, 20-session program called the AFEP + "10 Keys"™.
OrgAnizATiOn rOles And resPOnsibiliTies And COmmuniCATiOn
The local chapter of the AF and the CAPH-PRC shared responsibilities for the program ( 
meThOds

Overall Approach
The enhanced program was implemented in two phases.
Phase 1 was a pilot and feasibility study conducted in four community sites (reported separately). Results from this pilot informed Phase 2, which was a cluster randomized trial testing the effectiveness of the enhanced AFEP + "10 Keys"™ compared with the AFEP alone.
study design
This study was a cluster randomized trial with the community site as the unit of randomization. Over a 2-year period, 77 instructors were trained.
Human Subjects. The University of Pittsburgh Institutional
Review Board approved the study. Because the intervention was a research study that took place in community sites and was delivered by a lay member of the community, instructors were required to complete training in ethical conduct of research which was provided by CAPH-PRC research staff. showed no significant differences in demographic characteristics (Table 3) Results from the semi-structured interviews from the first 28 instructors and participant feedback regarding programmatic issues were divided among three themes: organization, site, or individual (Table 4) .
Organizational level
Educational Delivery. In general, participants recommended that more resources for the "10 Keys"™ materials (e.g., handouts, visual guides) would enhance the experience.
Others suggested earlier delivery of the AFEP manual to facilitate learning at home. Another common theme suggested that the content focus more on arthritis (e.g., including nutritional information about arthritis prevention and treatment).
Community Outreach. Both participants and instructors expressed a desire to extend the reach of the program.
Participants also requested more accessible information about future classes (to inform family and friends) and broader recruitment strategies to increase community participation in the program.
Community level
Site and Equipment. Instructors conveyed dissatisfaction with certain site characteristics, such as classroom size, lack Class environment "Room temp varied-too much-either too hot or too cold on some days."
"Quieter music so we can hear the instructor. The choice of music was delightful-the kind we are familiar with but it is more important to hear the instructor...."
"The gym was always too cold and there is an echo, it was difficult to hear sometimes." The CDC report also advocates for an "expanded chronic care
model" for delivering preventive services, which would link health system and community efforts. The U.S. Preventive
Service Task Force guidelines for older adults will assist in clinical provision of appropriate preventive services, however, completely relying on the health care system structured around a 'treatment of illness' model to provide these services is problematic.
There are existing community-based programs for older adults such as Silver Sneakers, 31 Enhance Fitness, 32 and the Chronic Disease Self-Management Program. 33 In conclusion, our collaborative approach created a productive synergy at the organizational level, thereby maximizing the strengths in both research and program delivery at the community level and outcomes at the individual level.
Future initiatives will include the addition of systematic criteria for instructor selection, training, consultation and coaching, staff and program evaluation, fidelity of program delivery, facilitative and administrative supports, and systems intervention. 34 This process will examine both process and implementation outcomes. Community based programs such as the one described, may offer a solution for enhancing health and wellness in older adults.
ACKnOwledgmenT
This study was funded by the Centers for Disease Control and Prevention, Health Promotion and Disease Prevention
Research Center, U48DP001918.
